Cubital tunnel syndrome is the most common form of ulnar nerve entrapment and the second most common entrapment neuropathy of the upper extremity after carpal tunnel syndrome. However, bilateral compressive ulnar neuropathy is a rare condition. Electro diagnostic studies are a valid and reliable means of confirming the diagnosis.
Introduction
Cubital tunnel syndrome is the most common form of ulnar nerve entrapment and the second most common entrapment neuropathy of the upper extremity following carpal tunnel syndrome [1] [2] [3] [4] [5] .
Ulnar nerve can be entrapped at multiple sites of the upper extremity, from the cervical nerve roots C8/T1 and brachial plexus to more distal sites at the elbow, for earm and wrist. Elbow entrapment is seen most commonly and has been referred to as the tardy ulnar nerve palsy in the past. Entrapment of the ulnar nerve has been recognized for more than 100 years [1] ; however, the term "cubital tunnel syndrome" is the term introduced by Feindel and Stratford in 1958 because of its similarity to carpal tunnel syndrome [4] . We presented an unusual case with multiple nerve entrapment.
Patient and observation
A 38 year old man was examined for bilateral paresthesias over the small and ring fingers. He also reported progressive clumsiness and loss of dexterity in both hands (Figure 1) . He had no significant medical history such as rheumatologic and endocrine disorders, or hereditary neuropathy and no history of previous trauma injury. He had been a cashier for 2 month. Neurological examination revealed positive Tinel signs and diminished sensation both fourth and fifth digits and hypotenar eminence at monoflament testing. The vibration test of discrimination was also positive in the same territory. This case was clinically interpreted as bilateral ulnar nerve entrapment and left cubital tunnel syndrome.
The electromyography (EMG), and nerve conduction studies revealed the focal slowing of bilaterally ulnar nerve and left median nerve. The patient was diagnosed with severe work-related bilateral cubital tunnel syndrome and left carpal tunnel syndrome. The first therapeutic attitude was to change the patient´s way to of working.
He was advised to avoid resting the elbows on hand surfaces and he was given an elbow pad to wear over the medial aspect of the elbow to protect the ulnar nerve from direct pressure of trauma.
Anti-inflammatory drugs were administered for 3 weeks together with gastric protection. However, the complaints of the patient weren't recovered. Finally, the patient underwent surgery. Primarily simple decompression of the ulnar nerve employed the use of a longitudinal incision approximately 6 to 8 cm long just anterior to the medial epicondyle at the elbow. The medial epicondyle was exposed, allowing identification of the ulnar nerve proximally. The nerve was released proximally as it passed through the medial intermuscular septum. A portion of the medial intermuscular septum was released from its attachment to the medial epicondyle to prevent kinking or compression of the ulnar nerve in elbow flexion.
The cubital tunnel retinaculum and flexor carpi ulnaris aponeurosis was divided, which allowed for simple decompression "release" of the ulnar nerve at the elbow. There is commonly a second constricting fascial band deep within the substance of the flexor carpi ulnaris,1 to 2 cm distal to the proximal fibrous arcade that was released.
Next, the portion of the ulnar nerve under the medial epicondyle was compressed and was released by dissecting it free from the overlying aponeurosis (Figure 2, Figure 3 ). and metabolic diseases, in particular diabetes and connective tissue disorders [6] . The ulnar nerve is vulnerable to trauma in contact works such as cashier, because it lies behind the medial epicondyle an is superficial in to the olecranon fossa as it enters the cubital tunnel [2, 7] . Repetitive elbow flexion causes the ulnar nerve to be stretched, which compresses the nerve with in the cubital tunnel [5, 7, 8] . The many compromising positions the elbow is placed while working as a cashier could easily be defined as excessive or repetitive. However, we were unable to identify any reports of [4] . As far as we know, both this is the first case of bilateral compression neuropathies described in a cashier and the association of bilateral cubital tunnel syndrome and left carpal tunnel syndrome hasn't been described in cashier exposed to biomechanical risk factors. In so much that, the biomechanical exposure involved in cashier working has not been previously analysed.
Conclusion
In conclusion, a careful examination of the patient with peripheral nerve entrapment is critical. Multiple nerve entrapment should be 
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